The review of literature includes only those studies which have relevance and relation with the topic, and objectives of the present study, since the main thrust of the present study is on the "assessment of healthrelated quality of life and coping behavior in cardiovascular disease patients",
it would therefore, be proper to review studies concerning to the quality of life, measurement of health-related quality of life, and coping with cardiovascular diseases. In the following sections many of very important studies have been reviewed.
A large number of studies have found consistent relationships between different dimensions of quality of life and cardiovascular diseases. In this > section some relevant studies conducted in the last ten years or during 1990s have been reviewed. Mai et al. (1990) described the pre-operative psychosocial and quality of life adjustment of a consecutive series of twenty seven heart transplant recipient and the adjustment of the twenty four survivors at twelve months follow up. Subjects were rated using the present state examinations and the general health questionnaire and the Scl-90. There was significant relationship between pre-operative psychiatric diagnosis and rating of poor 48 medical compliance. Rating of physical activity and employment and questionnaire ratings of psychological adjustments also showed highly significant improvement at follow-up, and most subjects were sexually active. Heart transplantation in selected subjects with terminal heart disease may result in a substantial improvement in psychosocial adjustment and quality of life 12-itionths following surgery. Mayou et al. (1991) examined the association between exercise capacity, symptoms and specific aspects of quality of life in patients. The principal symptoms were fatigue, breathlessness, and chest pain. Subjects were asked to limit the extent and speed of physical activities, restricted social, leisure, and family life; and were associated with emotional distress.
Change in exercise capacity over tlu^ee months was correlated with clinically worthwhile improvements in symptoms and quality of life. Findings confirm the value of change in exercise capacity as a measure of functional status and suggest that it should be supported by a limited number of specific measures of quality of life.
Chaturvedi (1991) interviewed patients, relatives and professionals to determine the issues they considered as reflexing quality of life and how important these items were in the event of serious illness. Peace of mind, spiritual satisfaction, and social satisfaction were considered to be very important by nearly two third of the subjects. Less than 25% of the subjects considered as very important their level of functioning in job, self care, 49 social and marital spheres. However, satisfaction in their domains were considered to be very important by 64% (self satisfaction ), 56%
(satisfaction in social aspects), and 42% (satisfaction in mental life). Conn etal. (1991) conducted interviews with 47 men and 47 women (aged 65-88 years) who had a myocardial infarction 1-2 years previously.
Quality of life was measured by the perceived quality of life scale.
Depression scores counted for 46% of the variance in quality of life scores and predicted each of the self care behavior scores. Anxiety scores did not predict quality of life scores on any self care behavior score. King et al. (1992) examined quality of life and perceptions of the consequences of surgery in 155 individuals (aged 33-80 years) before and after they had coronary bypass surgery. One year after surgery, 64 subjects who believed that surgery was worth it because of functional improvement had more positive scores on subjective indicators of life satisfaction and mood than did 62 from death or 22 subjects who were not sure of the value of the surgery. Findings emphasize the need for using a multidimensional approach to studying the quality of life.
Ostrowski (1992) focussed on the emotional aspects of the quality of life in people suffering from myocardial infarction (MI) without complication in comparison with people after infarction complicated with ventricular fibrillation, which has resulted in the state of clinical death for at least a brief period (CMI). Our main expectation was that such a clinical 50 death would have some implications for the psychological components of the quality of life, which would remain long after restoration of life. He felt that such effects could be measured as significant differences in pertinent dependent variables (including trait and state anxiety) between MI and CMI patients for atleast a few years following myocardial infarction -(Subjects were adults who had suffered myocardial infarction from I to 8 years before the study). Rawles et al. (1992) determined the loss of quality of life following admission to hospital with suspected myocardial infarction. The study involved a cohort of admission, with interview and follow up for 100 days.
206 patients (aged 32-93 years) were admitted with suspected acute myocardial infarction. Infarction was confirmed in 160 subjects and unconfirmed in 46 subjects. The quality of life scores before the suspected heart attack were similar for patients whose final diagnosis was Q-wave infarction, non-Q-Wave infarction, only 54 (34%) have regained their previous quality of life scores at the end of 100 days, compared with 26 of 46 subjects with unconfirmed infarction. Duitsman and Cychosz (1993) surveyed 132 heart transplant recipients to investigate the psychosocial variables that influence their quality of life. Findings suggest that satisfaction with family relationships, self-esteem, and depression influence quality of life. The least significant construct, body satisfaction, was also the most physical of the constructs examined. Results reinforce the need for broad-scale investigations into psychosocial factors that may influence heart transplant post-operative outcomes. Shumaker and Czajkowski (1993) classification and the Karnofsky Performance Status Scale (KPSS). One hundred eighty five patients (aged 38-75 years) participated 6 months after myocardial infarction and were compared with normal population male controls (aged 55-59 years). Analysis of NHP scores by NYHA strata confirms that lower HRQL is associated with poorer cardiac functional status. Significant associations emerged between subjects NYHA class and NHP domain scores for energy, physical mobility, and pain, NHP scores for subjects in NYHA Class I were similar to controls. A similar relationship arose between NHP and Karnofsky. The NHP discriminated between levels of cardiac functioning as classified by NYHA and patient functioning as classified by Karnofsky. Fitzgerald et al. (1993) evaluated the unique and additive contribution to adaptation of control appraisals and optimism, among 49(38-77 years old) white patients scheduled for coronary artery bypass surgery. They were followed for 8 months through measurement scales, ratings, and questionnaires, one month before surgery. Dispositional optimism, however.
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was associated with quality of life appraisals. Although pre-surgery optimism predicted life quality 8 months after surgery, this was not the case when general and specific control appraisals and specific expectancies were included in the prediction. Muller et al. (1994) examined during a 30-day period 45 patients (mean age 50.9 years) with primary hypertension (HT) and 45 normotensive (NT) controls documented blood pressure (BP) and intensity of 13 symptoms daily as well as mood and life satisfaction (MLS) weekly. Starting on day 3HT subjects received beta-blockers therapy (bopindolol, 1 mg/day). The BP values of the HT subjects normalized during the study while the BPs of the NT subjects did not change. At the beginning HT subjects showed higher prevalences and intensities of the symptoms and poor MLS. After normalization of BP, HT subjects attained scores similar to those of NT subjects in all measured categories. Calculating within subject correlations between symptoms intensities and systolic BPs, 70% of HT subjects but only 27% of NT subjects showed at least, significant correlation. Data reveal that untreated hypertensive are by no means symptoms free and document the close relationship between symptoms and actual BP for a percentage of hypertensives. Mark et al. (1994) interviewed 2600 US and 400 Canadian adult patients suffering from myocardial infarction. They were interviewed 30-days, 6-months and one year after myocardial infarction to compare their 54 use of medical care and quality of life. Results suggest that the more aggressive pattern of care in the US patients may have been responsible for the better quality of life. Gorkin et al. (1994) incorporated quality of life ancillary study to the same trial of captopril vs placebo among patients who survived an acute myocardial infarction with compromised ventricular functioning (MICVF) but no overt heart failure. The psychometric properties of the QOL measures in the same were evaluated at base line, and a pre randomization profiles of 184 patients was provided. Consistent with prior studies, the QOL parameters were unconnected with ventricular ejection fraction. Despite recent MICVF patients generally neither appeared depressed nor focused on symptoms. Results support inclusion of the QOL ancillary study in the overall same trial because it is likely to contribute independently to evaluation of disease, progression and treatment efficacy. Robbins et al. (1994) examined the associations between unmeditated systolic and diastolic pressure levels and measures of quality of life among 315 white women with diagnosis of mild to moderate hypertension. Subjects were removed from antihypertensive medications and placed on placebo medication in the context of a clinical drug trial. Unmedicated BP levels were measured at a quality of life (QOL) interview, which followed a 4-8 week placebo run in period and at the preceding visit one week earlier.
Indices were obtained for five quality of life dimensions : sense of general well-being, cognitive functioning, affective status, physical health status, and level of enjoyment of social activity. Unmedicated blood pressure levels were inversely related to quality of life measures of cognitive functioning and social activity level. Duration of hypertension was inversely related to subjects sense of general well-being and positively related to measures of physical health status. pre-transplantation quality of life. 83 subjects (Mean age 55.9 years) were placed into 4 cluster groups based on pre-transplantation MMPI profiles.
Cluster groups were not equally represented among cardiac recipients, such as that the "Distressed / confused" cluster had only 1 recipient member.
Tests of significance among the 3 remaining cluster groups on the posttransplantation quality of life variables found no significant predictor of increased symptom frequency and symptoms problems and decreased mental health among subjects. Twenty adults (aged 32-65 years) with multiple sclerosis shared their stories regarding health promotion/domains of quality of life, and factors that affected these domains. Health promoting behaviors were viewed as essential to the process of rehabilitation and maintain an acceptable quality of life.
Important quality of life issues were related to domains other than function. Konstam et al. (1997) examined health related quality of life in 29 subjects, using data from the Sickness Impact Profile (SIP) completed at 5 time interval before and after cardiac transplantation. Results revealed significant improvement of SIP physical scores between 4 months pre-and 59 4-months post transplantation, while no significant differences were observed with respect to psychosocial and total SIP scores.
Gulick ( Satisfaction scores also were significantly higher with 100 mg than with 50 mg daily.
Measurement of the Health-Related Quality of Life (HRQOL)
Quality of life measures have gained increasing attention as an outcome variables in studies of cardiovascular diseases. This section reviewed several studies on the assessment of health-related quality of life conducted during 1990s.
Hamsted (1990) Cummins (1991) discussed objective versus subjective quality of life dimensions. They were separated into 7 broad domains (material things, physical well-being, productivity, intimacy, safety, place in society and emotional well-being.
Hadon and Hays (1991) tested a brief survey designed to concurrently assess health-related quality of life (HRQOL) and preferences for different HRQOL states. Multitrait and multimethod analysis was used to evaluate the construct validity of the survey in a sample of 116 persons. Two methods were used to assess 6 aspects of HRQOL: general health perception, meaningful activities, outlook of life, physical suffering, self care activities and social relationships. HRQOL preferences were assessed using two methods similar to those used for self-reports, as well as one additional method. The construct validity of self-reported HRQOL was supported.
However, substantial methods variance and little valid trait variance were observed for HRQOL preferences. 
Coping with Cardiovascular Diseases
Review of literature reveals innumerable studies related to coping behavior of cardiovascular diseases. These studies have shed light on psychosocial and physical coping process with reference to managing cardiovascular diseases.
Ben-Sira and Eliezer (1990) presents a comprehensive multivariate framework aimed at predicting the factors that enhance or impede readjustment after a heart attack. 63 married Jewish men who had suffered a first heart attack were interviewed 3-24 months after hospital discharge.
Application of multivariate techniques of data analysis revealed a structure highlighting the relative weight of various demands in impeding readjustment and the relative significant of the subjects self-control resources in coping with these demands. Results showed the crucial role of the spouse in both inducing resources and furthering readjustment. Three dimensions of readjustment (the affective, the instrumental, and the cognitive) are discussed.
Badger (1990) examined the coping methods, health perceptions, and marital adjustment of 37 men with chronic cardiovascular disease and their spouses. Most of the subjects age was between 40-60 years. Despite variation in disease types and the absence of disease among the spouses, the couples were similar in their coping responses. Both partners used more emotionally focussed strategies than problem-focussed strategies to cope with chronic 74 illness. Subjective perceptions were more useful than objective indices for predicting coping. Preillness and current marital adjustment were satisfactory for both partners.
Faller (1990) surveyed 51 myocardial infarction (MI) rehabilitation inpatients to investigate patients expectations of rehabilitation. Subjects were asked to describe the incident of their MI and to answer several questions focussing on cognitive and emotional coping, subjective etiological models, and expectations for treatment and rehabilitation. Data indicate that both anxiety and denial can coexist influenced by contextual factors. One of these seems to be the temporal course of the argumentation during the interview. Emotional coping and cognition are intertwined. It seems that it is not so much denial, but rather the wish to undo the MI that characterizes patients' coping. In the patients' view the rehabilitation program is designed to fulfill this wish. Psychological treatment is therefore, rejected because it would confront the patients with their own contribution to the illness. This would trigger shame and challenge self-esteem.
Nolon and Wielgosz (1991) assessed symptom management behaviors among 45 patients with acute myocardial infarction (AMI). Cluster analysis is conducted on data from a structured interview to group subjects according to adaptive and maladaptive coping responses to daily stresses. Maladaptive copers had higher scores on anger-in and hostility and lower scorers on behavioral compensation for stress, compared with adaptive copers. 51 75 groups were next compared on AMI symptom management behaviors.
Maladaptive subjects reported greater distraction from AMI symptoms, more relief-seeking behavior, and greater perceived vulnerability to reinfarction.
AMI coping behaviors correlated meaningfully with delay in seeking medical assistance. Changes in the use of CSGS at 6 weeks post surgery were also investigated.
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The study provided insight into the process of coping following CABS and supported the need for development of nursing strategies to promote coping among subjects.
Redeker (1992) examined 129 adults (aged 38-78 years) completed the Mischel Uncertainty in Illness Scale and the Revised Ways of Coping checklist at one and six weeks following non-emergency coronary artery bypass surgery (CABS). Emotions-focussed coping appeared to be used in relation to uncertainty. Subjects used predominantly wishful thinking and avoidance coping in relation to ambiguity at 1 week and in relation to ambiguity and complexity at 6 weeks following CABS. Attempts to escape using fantasy and distancing oneself from the situation were related to the inability to structure meaning in uncertain situations. The low level of blames self coping suggests that escapist forms of coping were preferred to accepting culpability in uncertain situations. At 6 weeks, uncertainty about health status appeared to continue, while the need to interpret cues about treatment and the system of care increased in relevance.
Glass and Maddox (1992) examined the role of psychosocial factors in recovery from stroke, 44 patients were followed for 6 months following first stroke. Growth cure analysis was utilized to examine the impact of three types of social support: emotional, instrumental, and informational.
While all were shown to be significantly related to recovery of functional capacity', substantial differences were found in the matter of these effects. higher CVR than while subjects during a passive coping stressor and a lower CVR than white subjects during an active coping stressor. However, rural
Black subjects consistently showed much higher CVR than either white subjects or urban Black subjects during both active and passive stressors.
CVR is not only a function of the type of stressor applied but can be altered significantly by environmental factors like those experienced during urbanization.
Bennet ( Gender-specific regression models revealed that John Henr>'ism was not an independent predictor of blood pressure. Results are discussed in terms of greater propensity for protective buffering by the patient was related to higher levels of patients distress. Protective buffering by wife was also associated with higher levels of wife distress. In addition, patient buffering at 4 weeks predicted increased patient distress at 6 months. Results suggest that male MI patients who conceal their worries from their spouses adjust more poorly over time.
Bongard and Hodapp (1997) examined effort hypothesis of cardiovascular effects of active coping on the bases of performance data in 2 experiments. In experiment 1, 84 female students worked on mental arithmetic tasks for 20 minutes. Subjects had to solve the problems mentally and type the results into computer. Heart Rate, systolic and diastolic blood pressure were then measured. In experiment 2, 36 male students worked simultaneously on the same mental arithmetic task, although under difficult task conditions and with a secondary choice reaction time task. Heart rate (HR), R-wave to pulse intervals, systolic and diastolic blood pressure were measured. Data suggested that active coping situations also raise the task demands. Differences and similarities between the ways in which control is operationalised in laboratory settings are discussed, and it is suggested that Schwarzer and Schroder (1997) have advocated that coping with stressful events can be facilitated by personal and social resources, such as perceived self-efficacy and social support. This applies also to the adaptation to surgical stress and to severe diseases. 248 patients (mean age 58 years)
were surveyed before and after heart surgery. Degree of worry, emotional states, reading activity, and physical activity were chosen as characteristics of the recovery process. Whether presurgical personal and social resources would predict readjustment after heart surgery was examined. Hierarchical regression analyses identified an interaction between the two resources underscoring the existence of the well-known support buffer effect.
Covariance structure analysis revealed that perceived self-efficacy was a better predictor of recovery than social support. 
